Background: As part of the EBMT nurses group exchange program, nurses from Lund, Sweden visited the haematology department of the VU medical centre in Amsterdam, The Netherlands and later on the other way around. Exchanging knowledge with another hospital can provide new ideas about how to take care of haematopoietic stem cell transplantation (HSCT) patients. Goals: The aims of the visits were to see differences in how haematology nurses take care of their patients and compare that with each other. Are the situations different? Also looking at sexuality, is there a difference between our hospitals? Methods: We both had two days to get guided around the hospital, to ask questions and to take pictures. The nurse from Lund visited a nurse practitioner of the haematology department in Amsterdam who mostly works with outpatients. The days included visits to the clinic and meeting with different people to hear and learn more about the haematology unit in Amsterdam. The nurse from Amsterdam saw the outpatient department and both haematology wards, she has experienced patient care on the outpatient department as well as one of the haematology wards. Results: In Lund, most of the nurses work on the wards only, whereas some of them have additional tasks. In Amsterdam some nurses have different tasks as well, some who combine these tasks with working on the ward as well. The nurse practitioner in Amsterdam performed various tasks that nurses in Lund are not allowed to do e.g. bone marrow aspiration. She also has here own nurse-led clinic where she mostly meets haematology patients. She gives sexual education to the patients and she is allowed to prescribe drugs e.g. Viagra. Some of the nurses have specific job assignment e.g. aphaeresis, GvHD and ALL. In Amsterdam, nurses with different degrees in education do the same work and get the same salary. In Lund bachelor nurses have the overview and coordination over patient care, while nurses with a lower degree provide the daily care, do check-ups and some nursing skills. Skills that bachelor nurses in Amsterdam are sometimes not allowed to do, like EKG, and venipuncture. Their salaries are lower than bachelor nurses. Conclusions: In the daily nursing practice we noticed differences. These differences do not affect the total care and treatment for intensive haematology patients. We should let these differences inspire us for new research and implementing new suggestions.
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Withholding or withdrawing intensive care treatment in paediatric stem cell transplant: an exploration of the decision to stop
S. Essex Great Ormond Street Hospital (London, GB)
Throughout its history, paediatric stem cell transplant (SCT) has been characterised by rapidly developing technology & innovative medical & nursing advances in treatment options. Whilst the feasibility of performing stem cell procedures on increasingly complex patients has improved,there is little doubt that decisions surrounding withholding or withdrawing intensive care treatment have become more complex than ever. The primary aim of transplant is potential cure & improved quality of life. Clinicians are presented with an ever-increasing array of novel drug & therapeutic options making the decision to withdraw or withhold these exceptionally challenging. A transfer to intensive care is interpreted by both clinicians and families as a logical escalation of cardiovascular & ventilator support & the decision to progress to intensive care may go unchallenged. Children undergoing complex SCTs may have several intensive care episodes & the judgement between a futile & potentially life-saving one can seem impossible to make, as the outcome of a particular episode is always individual & often unpredictable. In this climate, clinicians have struggled to identify definitive prognostic factors upon which survival outcomes can be accurately predicted & yet defining futility is essential when deciding on the appropriateness of an admission to intensive care. The complexities of an SCT mean that paediatric transplant nurses must establish sound rationale to support the decision to continue or forgo intensive care interventions to offer the best possible care & outcomes for the children & their families. Furthermore,the knowledge sources upon which nurses draw to make such decisions in an emotionally-charged context are complex & varied. The purpose of this proposal is to examine these decisions in the context of the knowledge sources that underpin them. It will become clear that it is only by using a combination of complex skills that nurses can fully enhance their contribution to any decision-making process. Moral concepts of best interests, quality of life & autonomy will be shown to hold particular relevance for end-of-life decision-making. The presentation will highlight that paediatric transplant nurses must have a sound knowledge of professional & legal rights & responsibilities & sound empirical & ethical judgement skills. Without these, it will be clear that morally robust & clinically sound judgements are impossible to make.
N1252 Pain assessment of infants undergoing stem cell transplantation M. Kuusisto, V. Holm HUCH (Helsinki, FI)
Assessing infants' pain who are undergoing stem cell transplantation is considered difficult at our ward. Almost every infant suffer from pain during the transplant program. Patients are given a highdose chemotherapy which can cause severe irritation on mucous membrane, genital area and skin. Patients also suffer from severe nausea. Pain and nausea are often confused with each other when nursing infants. Working with infants, nurses often have to trust on their instincts or interview the parents to assess the pain. On our ward we com-monly use such assessment meters as pulse, respiration rate, blood pressure and behaviour. Many studies show that these are very often used when nursing infants. We consider this topic important because we haven't got a pain meter in use for assessing infants' pain. We have several different kind of pain relief tools, most important being medicine. On some cases we use non-medicine pain treatment, such as warm or cold sachets, touch, music and other. A patient who is fully capable A dedicated adolescent oncology unit at University College London Hospital is a well-established service. Since its inception in the early 1990's the service has grown, in more recent years the introduction of haematopoietic stem cell transplant work has seen over 70 transplants cared for. The types of stem cells returned have been peripheral blood stem cell, bone marrow and cord (44%: 37%: 19% respectively), with 93% being allogeneic. Following on from the recommendations made from a previous service evaluation, an electronic educational tool has been developed to help inform and educate new members of staff to the care needs of a young allogeneic transplant patient. Complications regarding allogeneic transplants are well documented and in most cases anticipated. Developing education tools for staff informs pre-emptive, pro-active, patient-centred care. This dynamic tool offers an introduction and overview of an allogeneic transplant deconstructed into four phases. This is in alignment with the information given by the transplant consultant and the clinical nurse specialist. Objective: Implementation of a concise and current education tool, that allows for a general overview for nurses new to haematopoietic stem cell transplantation. Methods: Using an experiential learning approach within a constructivist framework, the clinical practice facilitator and transplant link nurses applied this visual learning tool to encourage active learning and discussion about phases of transplant and associated care requirements, enabling the learner to build their own knowledge. Facilitators of the package were asked to reflect on their own experience of using the tool. Evaluation of the learning tool was gained through informal verbal feedback. Results: Presentation of the information was well received with learners gaining a deeper understanding through the visual presentation. Learners were able to place phases along the timeline and foresee potential care requirements. Learners were able to access the resource independently or in conjunction with a facilitator. Facilitators found this to be a useful aid to learning. Conclusion: The learning tool builds on the knowledge already gained by the practitioner. It offers a clear over view of aspects of the transplant treatment modality. It allows educator and learner to focus on particular aspects of supportive care. It is highly visual allowing information about transplant care to be viewed along a timeline continuum. Background: Literature shows that a Family-Centred approach is basic also for the foreign patients in order to give a culturally competent care. There is a lack of studies concerning the nurses' perception of the factors that can influence the daily care to the foreign paediatric patient undergone a Stem Cell Transplant (SCT). Addictionally, there is an increasing number of paediatric patients who comes in European Hospitals to be cured. The EBMT Outreach Programme is an example. Objective: The study aim is to investigate the paediatric nurses' perception of the factors influencing the nursing care for foreign paediatric patients undergone (SCT) and their families. Methods: Qualitative approach. Semi-structured interviews were recorded, transcribed verbatim, and analysed using qualitative techniques for recurrent themes. Two trained researchers, independently and separately , analysed line by line the transcriptions. At the end of their analysis they met to reach an agreement in categorization. Results: 27 Italian SCT paediatric nurses were interviewed (till saturation of the data). 4 themes emerged from the analysis: Respect of Cultural tradition, Different roles, Communication, Identical treatments but different opportunities. Validity of the themes was proven by Guba and Lincoln criteria. Conclusions: Communication is seen as a barrier in caring for foreign patient. Paediatric Nurses perceive a lack in their training and knowledge in caring for foreign patients. Organization could support nurses. Our results suggest paediatric nurses feel not caring for the foreign patients in the same way, but they usually adopt strategies to improve relationship with the patients and the families. Semi structured -interviews has shown feasible to point out nurses perception TBI remains a powerful anti-leukemic and immunosuppressive tool in preparative regimens for bone marrow transplantation and is included in many paediatric conditioning regimens. At our institution this therapy is delivered at an adult hospital adjacent to, but separate from our hospital. Delivery of effective and accurate TBI requires a great deal of co-operation. General anaesthesia (GA) has often been used to facilitate the delivery to young children or those older children who are suffering from procedural distress. In 2009 staff from the Westmead Adult Hospital (Cancer Centre) Sydney and The Sydney Children's Hospital Network (Westmead Campus) Oncology Child Life Therapy team formed a group to share their expertise in both child development and radiotherapy to create a multidisciplinary team (MDT) approach in working with children and families receiving treatment for radiation therapy, including TBI.
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The program objective is to prepare and provide procedural and treatment support to children (3-12 years). The aim is to decrease anxiety, fear and stress associated with their treatment with the major goal of reducing the need for anaesthesia or sedation during planning sessions and the radiation treatments. Reducing the need for anaesthesia has been shown to offer advantages to the child, their families and to the hospital. Since the introduction of the program 9 patients received TBI in the age group 3-6yrs.7 patients (78%) under went all 6 sessions without a GA. All 5 patients (100%) in the 7-12yrs age group did not require GA. Several very young patients and some with a significant history of procedural distress were able to undergo treatment without the need for GA. This was achieved by employing medical play sessions, planning and education sessions and the teaching of coping strategies and resilience. This program shows it is possible for very young children, even those with a history of procedural distress, to have radiation therapy without GA. This type of strategy can easily be extended to many other procedures. Backgroud. Patients undergoing stem cell transplantation (HSCT) are at high risk to develop skin lesions secondary to: a) severe acute Graft versus Host Disease (a-GvHD); b) pressure ulcers;c) bacterial infections; d) Toxic Epidermal necrolysis TEN). Objectives. To define and to describe our experience about nursing approaches for children developing severe skin lesions after allogeneic HSCT. Patients and methods. Children admitted in our pediatric transplant unit receive daily and careful skin hygiene, with basic products, such as neutral shower gel (non alcohol based) diluting in water, protective moisturizing cream, moisturizing body oil. When mild skin lesions occur shower gel are tapered and only cleansing gloves and antibacterial wipes are used. Patients affected by severe skin and mucosa lesions are treated by washing with lactated ringer's at 36°/37°C patting the skin with soft gauzes and autolytic dressing were applied as appropriate medication. Paraffin gauzes and calcium alginate dressing are used for bullous not bleeding and bleeding lesions respectively. Hydrocolloids/hydrogel are used for pressure not bleeding ulcers. The dressing are fixed with surgical sterile gauzes and bandages and/ or cotton clothes. From 2006 to 2012 109 allogenic HSCT were performed in our transplant unit,6 pts (5,5%)developed serious skin lesions TEN-like. 5 pts received and unrelated donor HSCT and 1 a related donor HSCT. 4 pts were affected by malignant hematological primary diseases, and 2 by non malignant diseases (Thalassemia major and Congenital Diskeratosis respectively). In 5 pts TEN was diagnosed during a-GvHD (grade IV in 4 and grade III in 1). The remaining child developed TEN after clarithromicyn therapy. After the management of skin lesions according to our protocol 5 pts obtained complete remission of their skin lesions. Wound care for these pts always taked place at the patient's bedside and in 1 pt wound care was carried out in the operating room to reduce the subjective pain. At last follow-up 3 pts died for severe a-GvHD and 1 for severe capillary leak syndrome with persistent cutaneous signs of TEN. Conclusions. These encouraging results led to draft a departmental wound care protocol. It will be added to the quality program of G. Gaslini Research Institute according to Joint Accreditation process. We hope that this protocol may be shared with other Italian and European pediatric HSCT centers. Background: Total Body Irradiation (TBI) is commonly used as a part of myeloablative conditioning, but it is a major contribution to acute toxicity, in particular oral mucositis. Patients suffering from oral mucositis have pain, vomiting, discomfort, and difficulty to eat and drink. At our institution, we have routinely used TBI 1200 cGy fractionated in three fractions of 400 cGy each. There is, however, evidence that toxicity could be reduced while retaining the antileukemic and immunosuppressive effect by increasing the fraction number to six, each of 200 cGy. Accordingly, we changed our TBI protocol from three fractions (TBI-3) to six fractions (TBI-6). Patients and method: The present study show our data on mucositis WHO-score and use of intravenous opiates in 22 consecutive myeloablative transplant patients, 11 received TBI-3 and 11 received TBI-6. In TBI-3 patients, TBI was combined with cyclophosphamide (7) or etoposide(4), and in TBI-6 patients with cyclophophosphamide (10) or etoposide (1). Diseases in TBI-3 patients were ALL (4), AML (5), MDS (1) and other hematological malignances (1). In the TBI-6 were ALL (2), AML (7), MDS (1) and other hematological malignances (1). With a mean age of 35, 2 years in the TBI-3 patients and 39,8 years in the TBI-6 patients the two groups are statistically comparative. SPSS has been used to process data. Results: The mean mucocitis WHO score day 0 to 20 was 2,1 in TBI-3 patients, and 0,8 in TBI-6 patients, p=0.004. In the TBI-3 group 8 patients were placed on continuous opiate infusion, as compared to 3 in the TBI-6 group, p=0.03. The mean cumulative iv. opiate use during day 0 to 20 was 1528 mg in the TBI-3 group against 537 mg in the TBI-6 group. Furthermore the mucositis had a higher intensity for a longer period in the TBI-3group than in the TBI-6 group (fig 1) . Conculsion: We find that hyperfractionation of TBI results in significantly less severe mucocitis as compared to the 3-fraction protocol, and requires significantly less iv opiate. In that perspective we plan to explore data further in terms of oral calorie intake, time of discharge, acute GVHD and early transplant related mortality. Introduction: Delirium is a psycho-organic disorder of witch the symptoms: confusion, cognitive problems, attention disorders, amnesia, delusions and hallucinations. Delirium brings negative consequences for the patient, nurses and the organization. A delirium is frequently not recognized and the symptoms misinterpreted as: anxiety, depression, anger or even normal processing behavior. Risk factors for delirium include: vision-or hearing problems, infection/fever, metabolic disorders, use of alcohol/drugs or opiates and higher age. The median age of hematology patients is rising, most patients are above 60 years old. Therefore, the early recognition of a delirium on hematology wards becomes increasingly important. Questions: Can the incidence, length and severity of a delirium be reduced in hematology patients by screening for risk factors and by prevention measurements on these factors? Methods and results: A literature review is conducted to examine the risk factors and/or prevention of a delirium in hematology patients. Search strategy in Pubmed was: hematology, hospitalized, delirium, detection, prevention. Because just 1 article was found for hematology the search was broadened to all hospitalized, somatic patients. Almost all of the risk factors evaluated in hospitalized patients are also present in hematology patients. Conclusion: Studies showed that 20% of all hospitalized patients and 85% of terminal patients experience a delirium. Hematology patients are no exception. Knowledge of and alertness on risk factors increase the likelihood of recognition. Specific prevention of the risk factors found, if possible, can reduce the incidence and/or severity of delirium. In conclusion the hematology patient has all the ingredients for delirium but also for prevention by early detection of risk factors. Recommendations:
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• Screening for risk factors, regularly starting at admission, increases the chance for early detection of delirium.
• Prevention on the found risk factors ensures reduction of incidence and/or severity of a delirium.
• Standardized screening increases the knowledge of and alertness on the risk factors and related prevention.
• Screening of risk factors with the use of electronic patient dossier (EPD) makes methodical prevention possible and may be automatically linked to, for example, a delirium observation scale (DOS).
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Retrospective analysis of two cohorts of patients treated with benzydamine or Orasol for mucositis prophylaxis affected by lymphoma and multiple myeloma undergoing autologous stem cell transplant (aHSCT) following melphalan (Mel)-containing regimen
L. Orlando European Institute of Oncology (Milan, IT)
Background: Oral mucositis(OM)is one of the most common side effect of HSCT due to high dose chemotherapy. Mel is widely used in conditioning regimen known to have toxicity on the mucosa which can lead to complications. No oral solution has been shown to be superior to the other in the treatment of OM. Orasol has been recently introduced in the clinical area as nutritional supplement with antinflammatory,analgesic and antifungal activity with no alcohol so can be swallowed,allowing patient(pt)compliance and with activity on the esophageal mucosa. Aims: Primary objective:compare the efficacy between treatment with Orasol to Benzidamine in the OM prophylaxis in pt undergoing aHSCT following HDMel. Secondary objective: to confront outcomes related to use of supportive drugs and days of hospitalization. Methods: We have performed a retrospective analysis on pts receiving aHSCT from 2011 to 2012 following a Mel containing conditioning regimen and receiving Benzidamine (Group 1) or Orasol (Group 2). Each pt had a daily evaluation of OM according to WHO criteria. The treatment with both solutions was started the day before the conditioning regimen until the end of hospitalization.
Results: We reviewed data of 32 pt.16 pt received treatment with Benzidamine and 16 pt received treatment with Orasol. 7 pts in Group1 had OM WHO grade 0 and 9 pts had a OM grade1. At the end of treatment 1 pt had grade 0 OM,11 pts grade 1;3 pts grade2and 1 pt grade 3. In Group2,at the beginning of treatment 8 pts had grade 0 OM;8 pts had grade1,while at the end of treatment 14 pts had OM grade 0 and 2 had G1. The prophylactic antifungal therapy was given to all pts;6 pts from Group1(37.5%) received antifungal therapy with liposoma Amfotericine B for worsening of mucositis while in group 2 the antifungal therapy was given to 2 pts.(12.5%). morphine was administered to 7 pts from Group1(43,75%) and to only 1 pt(6,25%) from Group2. In Group 1 the median duration of hospitalization was 20,9 days, while in Group2 it was 19,7days.
Conclusions: In our sample we observed that prophylactic treatment with Orasol appears to allow a better protection of oral mucosa compared with Benzidamine allowing, in case of mucositis reduction in the use of systemic analgesic and antifungal therapy. No significant difference was observed in days of hospitalization S463 N1261 Addition of aprepitant (Emend®) to standard antiemetic care for seven days post-chemotherapy before stem cell transplantation gives significant reduction of vomiting
AC. Svanberg, G. Birgegård Akademiska Sjukhuset (Uppsala, SE)
Introduction: Chemotherapy-induced nausea/vomiting (CINV) is a major problem for patients treated with high dose chemotherapy (HDCT) conditioning before stem cell transplantation (SCT), both during chemotherapy and afterwards (delayed nausea/vomiting).
Uncontrolled CINV affects quality of life and impairs compliance with treatment. There has been major improvement to prevent CINV with the introduction of 5-hydroxytriptamine-3 (5-HT3). However, this anti-emetic treatment appears to be ineffective against delayed nausea and vomiting. Objective: The objective was to compare the efficacy of standard anti-emetic treatment with standard treatment plus prolonged treatment with aprepitant (Emend®) until 7 days after end of chemotherapy in patients with lymphoproliferative diseases treated with HDCT before autologous SCT at Akademiska Uppsala University Hospital, Sweden, in 2011 to 2012. Material and method: Ninety-six patients, > 18 years, diagnosed with myeloma or lymphoma, treated with HDCT before autologous SCT were included during one and a half year and were randomized to Experiment (EXP) or Control (CTR) group. The EXP group received Emend® in combination with standard anti-emetic treatment and the CTR group received standard anti-emetic treatment, consisting of 6 mg of bethametasone daily plus T Navoban® 5 mg daily from start of chemotherapy, the latter also 1 day afterwards. The number of vomiting occasions and days of nausea from start of chemotherapy and 10 days after end of HDCT was noted by the patient in a patient diary. Anti-emetic rescue medication was recorded. Result: Thirty-eight patients in the EXP group experienced complete response (no vomiting) compared with 16 patients in the CTR group. There was a significant difference between EXP (0.63±2.71) and CTR (3.72±4.91) group during 10 days after end of HDCT (p=0.001) with regard to the number of vomiting occasions. There were no significant differences with regard to days of nausea between EXP and CTR group or in use of anti-emetic rescue. Effects on QoL, nutritional status and use of parenteral nutrition will be reported. Conclusion: The addition of Emend® to standard anti-emetic treatment during 7 days after chemotherapy gave a significant reduction of chemotherapy-induced vomiting during 10 days after end of chemotherapy. We conclude that standard anti-emetic treatment can be improved by addition of aprepitant, continued 7 days after the end of chemotherapy.
N1262 Female genital graft-versus-host disease (GVHD): a women's healthcare clinic initiative N. Van Damme, A. Lev-Sagie, B. Bogorochin, S. Levy, R. Or, G. Sapir, R. Radiano Hadassah Hospital (Jerusalem, IL)
Introduction: The post BMT period is characterized by a wide spectrum of both physical and emotional symptoms, greatly affecting the quality of life and rehabilitation process. Gynecologic health care may have unique considerations in women post allogeneic hematopoietic stem cell transplantation (HSCT). Vulvo-vaginal graft-versus-host disease (vvGVHD) is a distinctive syndrome; it is an intimate problem, difficult to discuss with medical staff, yet easily overlooked in the large spectrum of symptoms managed by health professionals. It became clear in our department that this syndrome needed to be tackled and a pioneering, nursing initiative was developed to establish a unique women's healthcare clinic within the BMT out-patient center. Methods and Intervention: As part of the nursing staff's efforts to manage patients' symptoms and optimize survivors' quality of life, a departmental protocol was written about the establishment of the clinic and presented at staff meetings to raise staff awareness and commitment about vvGvHD, its symptoms and treatments. As a result, the nursing staff initiated a retrospective search going back ten years to reach out for past women patients who could benefit from this service. Concurrently, nurses began to include a gynecologic symptom screening in their regular nursing assessment to identify women post -HSCT suitable for consult. Once every two months a gynecologist specializing in vulvo-vaginal diseases consults at the BMT outpatient center and counsels patients identified by the nurses. Results: 43 patients (33 after allogeneic and 10 after autologous HSCT) have attended the clinic since it was first opened in 2009. 24 patients (73%) post allogeneic HSCT exhibited symptoms such as dryness, irritation and swelling of the vagina; 20 patients (83%) were diagnosed and treated for vv-GVHD. 30 patients (70%) returned to the clinic for follow-up visits.
Conclusions: This one-of-a-kind clinic (in Israel) created a unique setting specializing in women's health and post HSCT care. Nursing staff pro-actively educate about and intervene to improve the quality of life of post HSCT women survivors. Women are referred to specialist clinics for sexual advice / counseling and rehabilitation of the pelvic floor muscles. Additionally, patients actively seek out department nurses to share intimate conversations and feelings and even a 'waiting room' informal peer support group has evolved (examples of which will be described). In the Wilhelmina Children's Hospital (WKZ) in Utrecht all staff are stimulated to declare all patient care related incidents or near incidents. There is an overall multidisciplinary committee and every department has its own multidisciplinary committee with nurses and physicians. The overall committee assesses all declarations and decides which department committee the declaration belongs to and whether it is necessary to take further action. During the process of analyzing the declarations, the committees use the patient safety company system (TPSC). In this program there is an option for communicating between the overall committee and the department committee, but also with the person who declared the incident. There are multiple ways of assessing the incidents; one of those is discussing the declaration during a monthly organized lunch meeting at the department, which is called sandwich DIP. A member of the department committee declaims a declaration and the attendees, usually both nurses and physicians, discuss the case using a method called fishbone diagram or Ishikawa diagram. In this method multiple aspects of the incident are approached, for example: the individual, team/social, communication, task, organization, equipment, working conditions, patient related, education/training and remaining. The meetings are completed with a conclusion and working arrangements which are then spread across the team members by mail and by eye catchy posters on the department. After a few months the changes are evaluated and if necessary adjusted (Plan, Do, Check, Act-cycle Introduction: There is no well-defined guideline about protective isolation practices in intensive care hematology (ICH) units. Our unit comprise 4 laminar airflow rooms, 6 rooms with mobile air decontamination unit (plasmair®), and 13 rooms without air decontamination system. So, three levels of protective isolation are used: level-1 for laminar airflow rooms, level-2 for rooms with plasmair®, level-3 for rooms without air decontamination. We prospectively evaluated the impact of protective isolation practices on ICH patients' evolution. Patients and methods: Recruitment period was from January 2011 to September 2012. Inclusion criteria's were: i) patients hospitalized for allogeneic or autologous transplantation, acute leukemia (AL) induction or consolidation; and ii) expected neutropenia (< 0.5 G/L) duration above 7 days. Markers of complications were: number of days with fever, positive blood cultures, clinical defined infection, systemic fungal infection, central venous device ablation, intensive care unit (ICU) transfer, death. Results: 182 patients were hospitalized for AL (induction n=68, consolidation n=46), autologous transplantation (n=46), and allogeneic transplantation (n=22). Median age was 52 years (16-76), median neutropenia duration was 11 days (0-45), and median fever duration was 4 days (0-38). Dispatching of isolation procedures was: i) AL induction (level-1 n=36, level-2 n=29), ii) AL consolidation (level-2 n=21, level-3 n=25), iii) autologous transplantation (level-1 n=1, level-2 n=45), iiii) allogeneic transplantation (level-1 n=21, level-2 n=1). Complications observed in whole population were: clinical defined infection (n=73), positive blood culture (n=69), systemic fungal infection (n=8), central venous device ablation (n=40), ICU transfer (n=20), death (n=9). We compared complications incidence during AL induction and consolidation according to isolation level (level-1 vs. level-2 for induction, level-2 vs. level-3 for consolidation). Only a slight non-statistically significant increase in central venous device ablation, in level-2 isolation patients hospitalized for AL induction, was observed. Conclusion: We evaluated isolation procedures in an ICH unit. Allogeneic and autologous transplants were homogeneously isolated, but two different levels of isolation were used for AL inductions and consolidations. In terms of complications, discrepancies in isolation procedures for AL weren't associated with a different outcome. Introduction: Treatment of patients (pts ) with metastatic melanoma by adoptively transferred Tumor Infiltrating Lymphocytes (ACT-TIL) has emerged as an effective therapy. The treatment consists of high dose lymphodepleting chemotherapy followed by infusion of TIL and high dose IL2. Careful monitoring of pts is required due to wide spectrum of toxicity profile of both chemotherapy and IL2 treatment. A unique Collaboration between the oncology department and the bone marrow transplantation unit (BMT) has led the decision to establish a special care plan of this treatment in the BMT unit. The decision is based on the knowledge of the medical and nursing staff consisting of the complicated chemotherapy protocols, the infusion of stem cells, and intensive care treatment.
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Objectives: To develop a nursing guideline program and protocols that include data about Melanoma , the new technology of TIL and the unique side effects in order to establish a special policy of treatment for melanoma patients in the BMT. Methods: Pts were eligible if they had progressed on prior IL2 based treatment for metastatic melanoma and had adequate organ function. Pts received lympho-depleting chemotherapy with cyclophosphamid and fludarabin before TIL administration followed by high dose bolus IL2 infusion. Pts were hospitalized in intensive care room with advanced facilities to promote pts's monitoring. Each patient was monitored by a specialized BMT nurse 24 hours a day. Background: The modern health care recognizes multidisciplinary collaboration as a crucial approach and key indicator for care excellence. Considering the complexity of care required for patients undergoing hematopoietic stem cell transplantation (HSCT), extensive efforts should be implemented to facilitate disciplines collaboration in HSCT settings. Accordingly, three problems were identified to be barriers for effective multidisciplinary collaboration at our HSCT unit. First, a communication gap between disciplines was noticed, where every discipline rounds on patients at different times. Second, there was a limited time to discuss HSCT patients' issues in a multidisciplinary approach. Third, nurses were likely to be dissatisfied with the process of multidisciplinary interaction and collaboration. Objectives: To create a culture where disciplines support one another, work as a team, achieve a high level of communication and care coordination and management, and provide more comprehensive care plan for HSCT patients. Methods: Work processes adjustments were implemented. First, designated time for multidisciplinary daily rounds was set where patients' problems and goals for care were identified. Moreover, weekly multidisciplinary meetings were started; during these
S466 meetings, nurses presented the HSCT cases and identified actual and potential patients' problems, then the team set a unified comprehensive care plan to address each problem after gaining insights from all disciplines, the team also discussed the barriers and facilitators for patients' discharge and set a plan for safe discharge process. Results: Multidisciplinary communication and collaboration was improved after implementing those changes. Nurses identified HSCT multidisciplinary meetings and rounds as a learning opportunity. There was a common agreement that decisions made during those multidisciplinary meetings resulted in better care coordination and management. Besides, more comprehensive care plans and discharge planning were noted. In addition, nurses' autonomy and engagement were enhanced. Nurses expressed more satisfaction with respect to multidisciplinary collaboration. Conclusion: Multidisciplinary collaboration at the HSCT unit was successfully implemented, which reflected positively on the unit culture and patients' care. In addition, better nurse-physician relationship and patient centered care were realized, which also means better patients' outcomes. All were given Cyclo 4g/m2 intravenously on Day 1 and GCSF 10mcg/kg from Day 7 to Day 12 for their stem cell mobilisation. All patients were allocated four days for peripheral blood stem cell (PBSC) collection. All were successfully harvested on Day 13 alone, with an average yield of 8.07 10 6 CD34/kg. Two patients were given Cyclo ATG for their conditioning and took an average of 12.5 days to regenerate (neutrophil ≥ 1). One patient was given BEAM ATG and took 20 days to regenerate. One patient is still an in-patient. The patients were given a Holistic Needs Assessment (HNA) form to complete pre transplant. The form covers five areas of needs: practical, family, emotional, spiritual and physical concerns. The HNA identified practical (transport/parking, housing/finance, works), emotional (loneliness, sadness, anger, anxiety, worry, sexual concerns) and physical concerns (urinary and bowel urgency, constipation, bathing/dressing, mobility) as their main concerns. The patients and nurses were asked what need improving. The nurses verbalised that they are not familiar with the diagnosis of MS and felt that they are not able to meet the needs of their patients sufficiently. The patients verbalised that the nurses do not understand their physical concerns. Discussion: A one day PBSC collection is sufficient. It avoids overbooking of harvest day. Patient regenerate earlier with the Cyclo ATG conditioning when compared to the BEAM ATG. It has the advantage of shorter duration of in-patient stay. The center hopes to introduce a pre transplant clinic for the patient to meet with the physiotherapist, dietician and counselor prior to their admission, to formulate an action plan for their specific needs. The MS specialist nurse and consultant are invited to give in-house teaching for the nurses.
N1283 Outcomes, nurses' experiences and issues in the first bone marrow transplant unit in a government hospital in Pakistan S. Siddique (1), D. Ciofi (2), N. Akhtar (3), A. Aslam (3), A. Shaheen (3), M. Kashif (3), S. Nasim (3) (1)Cure2Children Foundation (London, GB); (2)Cure2Children Foundation (Florence, IT); (3)Cure2Children Foundation (Islamabad, PK)
Background: Bone marrow transplantation (BMT) provides only definitive cure for thalssemia Major (TM). Most children with TM live in low resource countries where there is a dire shortage of BMT centres. In January 2009 the first BMT unit in a government hospital in Pakistan(the Children's Hospital of Pakistan Institute of Medical Sciences, CH-PIMS) was opened thanks to the support of the Cure2children Foundation (C2C) a non profit organisation dedicated to extending access to care directly in low-and middle-income countries for children suffering from cancer and blood disorders. Aim: The aim of this presentation is to present the overview of challenges faced by nurses managing BMT patients in low resource settings. Interventions: Five nurses and 1 nursing coordinator were jointly selected by CH-PIMS and C2C. Focused on-line and on-site training was provided by C2C. The major challenge was the limited knowledge about BMT and, most importantly, lack of confidence in BMT-related procedures. Moreover, there were potential issue with poor parental education. This BMT unit has been highly focused on thalassemia, one of the major indications to BMT in Pakistan and in South-East Asia; as a result, BMT protocols and procedures were very simplified and repetitive. Chemotherapeutic agents were essentially limited to IV thiotepa, PO busulfan, and IV cyclophosphamide with graft versus host rejection prophylaxis with cyclosporin, methotrexate and prednisolone. Local nurses were provided with intensive training in hospital infection control, chemotherapy administration, central line management. Knowledge was exchanged through meetings, lectures and Skype video conferencing. Family support and education program was started. Last but not the least all care was provided free of cost to needy families. Results: The interventions proved very effective in building up nurse's confidence and improving the quality of care. In low risk thalassemia children with a compatible donor results have been very good from the start, with 85% cure rate. In higher risk children these are down to 65% Conclusion: Focused nurse's training, family education, structured cooperation and communication strategies may provide good BMT outcomes even in start up centres in settings with limited resources. Low risk compatible donor related thalassemia seems to be a very favourable model for initiating BMT centres and nursing team-building given its frequency, curability and potential for full family engagement.
Outpatient service
N1292 Building capacity in BMT in-patient nurses: a pilot educational programme in the BMT trajectory S. Clarke, A. Lambie The Princess Margaret Cancer Centre (Toronto, CA)
Background: Bone marrow transplant (BMT) inpatient nurses typically do not provide care beyond the inpatient setting and as such, this practice may contribute in creating distortions for nurses about the quality of life for BMT survivors after discharge. These perceptions are likely inadvertently reinforced by the stressful nature of inpatient BMT nursing work, given significant mortality rates and that patient psychosocial distress is highest during inpatient care, elements of which can contribute to burnout and moral distress for these nurses. In order to address these issues, we developed a pilot project for inpatient BMT nurses to participate in a mentorship program in a large BMT survivorship clinic at The Princess Margaret, Toronto, Canada. Objectives: 1) To increase inpatient nurses' knowledge of survivorship issues for BMT patients, 2) to increase nurses' knowledge of patients' educational and psychosocial needs throughout the transplant trajectory and 3) to provide an opportunity in a non-invasive manner for inpatient nurses to clarify beliefs about quality of life for BMT survivors. Methods: Feedback from the nurses post-rotation was obtained using a semi-structured questionnaire and analyzed using a qualitative descriptive approach. Results: Since January 2012, a total of n = 9 inpatient BMT nurses have rotated through the ambulatory BMT clinic, each rotation occurring twice weekly for six weeks' duration. Nurses had the opportunity to observe both the short & long term follow up of BMT patients as well as pre-transplant patient preparation. Several themes were identified by the nurses post-rotation including: feeling pleasantly surprised at the functioning of BMT patients, feeling invigorated about one's practice when seeing former patients who were doing well (many of which were years into their survivorship), feeling better informed as to the educational and psychosocial needs of BMT patients in the days, weeks and years after transplantation. This presentation will highlight the ongoing education and support needs of nurses in dealing with the high acuity realities of inpatient BMT care and will propose steps that similar units may utilize to support this group of clinicians and ultimately improve the quality of BMT services.
N1293 Ensuring patient safety by standardising telephone triage in the haematology oncology setting N. Daly (1), A. Nolan (1), E. Rowan (1), O. Dempsey (2) (1)St James's Hospital (Dublin, IE); (2)Trinity College (Dublin, IE)
Introduction: The Haematology Oncology Day Ward (HODW) in St. James's hospital(SJH) provides over 25,000 episodes of care annually, mostly involving administration of cytotoxic chemotherapy which has life threatening side effects. Approximately 170 patients per year receive a bone marrow transplant in SJH. This results in an intensive 4 to 6 week inpatient stay. Patients then attend the HODW every 2 -3 days for ancillary medical care. Telephone Triage (TT) provides essential 24hr assessment and advice for these patients experiencing effects of treatments or disease. Timely, effective intervention in managing these effects can be life saving. Materials and Methods: Initial questionnaires completed by nurses and patients identified the need for dedicated time, space and phone line as well as standardized protocols, guidelines, e-documentation and staff competency. A questionnaire identifying the barriers encountered by haematology /oncology nurses when giving advice over the phone noted 25% of participants perceived a lack of knowledge in haematology. Evaluation 3 months following implementation of standards involved assessment of 20 randomised episodes of TT care. Results: The number & type of calls received in 1 month period were analysed. It revealed 43% (n= 64) of calls were not treatment related. The 24hr contact numbers were refined. A random sample of 20 calls were analyzed. 57% of calls (n= 91) related to patient treatment. 90% of calls (n=18) were correctly recorded on the electronic patient records (EPR). Appropriate and immediate advice was given in 90% of those calls (n=17) Conclusion: Nursing leadership in standardising TT system resulted in improved patient care. The information given was immediate & standardised due to adequate time, space, guidelines & electronic documentation. It increased staff's awareness of the importance of timely, quality intervention and their knowledge and skills in dealing with unplanned patient problems.
Governance and responsibilities in following up patient issues were clarified. Documentation in EPR evidenced appropriate patient management, improved team communication and improved compliance with professional and legal requirements. Background: Approximately 70 allogeneic stem cell transplantations (alloSCT) with T-cell depletion are performed yearly at the Department of Hematology of the Leiden University Medical Center (LUMC). Starting in 2010, a semi-outpatient track was initiated for patients receiving reduced-intensity conditioning (RIC) alloSCT with hospital discharge on day +1 after alloSCT. During the first 3 months, the care at the outpatient clinic is performed by a nurse practitioner under supervision of a hematologist. One to 2 times weekly a standardized medical history and physical examination, with special reference to transplant-related complications is performed by the nurse practitioner during a 30 min visit. Objectives: To determine the feasibility of outpatient care by a nurse practitioner of patients who are discharged from the hospital on day +1 after RIC-alloSCT. Patients and Methods: Between August 2010 and September 2011, 56 patients (median age: 61 years, range: 40-77) received a RIC-alloSCT. RIC consisted of fludarabine (50mg/m 2 p.o. x 6 days), busulfan (3.2mg/kg i.v. x 2 days), alemtuzumab (15mg i.v. x 2 days) and 20 mg alemtuzumab added to the graft ("in the bag"). In addition, rabbit ATG (1mg/kg i.v. x 1 day) was given to patients with an unrelated donor. Complications and outcomes were analyzed retrospectively based on electronic patient records. Results: All 56 patients were discharged on day +1 after alloSCT. The median duration of neutropenia (neutrophils < 500/µl) was 14 days (10-25 days, total 818 days). During the neutropenic period 37 patients received outpatient platelet transfusions, and 18 patients erythrocyte transfusions (14 patients received both transfusion types). During the neutropenic period, 8 patients (14%) were readmitted for neutropenic fever, and 1 patient was re-admitted for a bleeding. The median duration of re-hospitalisation was 4.0 days (3-12 days, total 47 days). No patient died during the neutropenic phase. The total time in neutropenic phase spent outside the hospital for all patients together was 771 days (94% of days). Conclusion: Early discharge after RIC-alloSCT with structured care by a nurse practitioner in a dedicated outpatient setting is feasible and safe. More-over, it substantially reduces hospital stay.
N1294
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Outpatient-allo! Results of a pilot-study of reduced intensity stem cell transplantation in an outpatient setting A.M.G Kramers-de Boer, M.A Overbeek, A. Nijntjes, O. Visser VU University Medical Center (Amsterdam, NL)
Objectives: In allogeneic stem cell transplantation, standard conditioning regimen for myeloid disorders is fludarabine [intravenously] and total body irradiation (TBI). Fludarabine can also be given orally, which is well tolerated. Fludarabine orally combined with low dose TBI [2 Gy], makes a total outpatient setting of allo SCT procedure possible. Before implementing this as standard of care, we wanted to asses the feasibility of this procedure. Methods: From January 2012, a pilot-study was initiated in patients with a myeloid disorder who were planned for allogenic reduced intensity stemcell transplantation (RIST) with fludarabine orally and TBI conditioning. Before inclusion, patients were also selected based on a several criteria such as residential distance, availability of a caregiver, medication adherence).
Patients have to visit us at day -7 prior to transplantation to validate the procedure: performing final medical examinations, check the given information and prescriptions. At day -5, they start with the conditioning (see table 1) at home. TBI takes place at day -1. Between day -7 and day 0 there are also regular checks by telephone. The transplantation itself will be done by authorized nurses on the outpatient ward. Regular follow up visits are planned. Results: This pilot study was evaluated for safety and feasibility after inclusion of 10 patients; [1] Safety: unfortunately, 2 patients developed primary graft failure. Because it could be coincidence, therefore the pilot study needs continuation with another 10 patients, with special focus on engraftment.
[2] Overall, the evaluation by nurses and physians was positive; the outcome of this pilot is; it's feasible! Of course there were (minor) issues and therefore adjustments in protocols en interventions were made directly. For example; a few patients experienced nausea and vomiting at day -1 which needed hospitalization for 2 patients. Prescriptions of anti-emetics were adjusted. After evaluation we added more attention for the patient's caregivers; they experienced a lot of responsibility and sometimes felt unsecure during the treatment. Conclusion: The aim of abstract is to discuss our first experiences and results in patients with RIST and allogeneic stem cell transplantation in an outpatient setting from different perspectives (patient, caregiver, members of the transplantation team, etc.. Background: Treatment at home during the acute posttransplantation phase after allogeneic hematopoietic stem cell transplantation (HSCT) has been an option for patients at our center since 1998. Earlier studies have shown that home care is safe and has medical advantages. In this study, we present patients' experiences of care and support while being treated in hospital or at home during the acute post-transplantation phase.
Method: Patients (n=41, 22 in hospital care and 19 in home care) answered the Sympathy-Acceptance-Understanding-Competence questionnaire (SAUC)at discharge (when home, or from hospital). The SAUC measures self-rated satisfaction with care and support. It consists of 31 items representing four different scales: Satisfaction with care in general (5 items), Person-support (7 items), Self-support (10 items) and Self-relation support (9 items). Both statistical analysis and deductive content analysis were used. Results: The patients were highly satisfied with the care and support during the acute post-transplantation phase. Patients in home care were found to be more satisfied with care in general than patients in hospital care (p = 0.05). No statistically significant differences were found in the three other scales. The importance of safety, empathy, and encouragement from healthcare staff were expressed regardless of where care was given. Patients also felt that receipt of continuous, updated information during treatment was important and they had a strong belief in HSCT but were uncertain of the future regarding recovery. Conclusions: The main findings of this study were that in comparison to hospital care, home care does not appear to have a significant negative effect on patients' experiences of care and support during the acute post-transplantation phase. Patients in home care felt safe, seen as a person and encouragement seem to empower the patients. Thus, this study may encourage other transplantation centers to provide home care if the patients want it. 
Education and information needs
The programme has been designed to help steer nurses and other allied health care professionals through the rapidly evolving ITP treatment landscape and enable them to provide optimal care for patients. Immune Thrombocytopenia is an auto-immune disorder affecting blood platelets and bone marrow megakaryocytes. A patient's immune system produces antibodies that attack platelet antigens, resulting in platelet destruction and the suppression of platelet production in bone marrow. Patients with ITP are therefore at risk of serious bleeding events. In children ITP is usually a transient disease with the majority of the cases resolving spontaneously. In adults, ITP is more likely to be chronic requiring individualised monitoring and treatment to maintain platelet counts at a safe level to prevent bleeding events. The ITP working group developed an educational brochure 'Immune Thrombocytopenia: A Practical Guide for Nurses and Allied Healthcare Professionals' which was released in 2011. The guide has been used by nurses, other health care professionals, physicians, patients associations, patient's advocates, patients and their relatives coming from the four continents of the world. An evaluation of the brochure was completed at the end of 2011 with the majority of the respondents calling for an education programme on ITP. The ITP Working Group has therefore decided to develop that programme because effective nurse education is one of the best ways of improving the "trickle down" effect of knowledge to patients and helping them to achieve a better understanding of their disease. The ITP Working Group will produce and launch an Education Programme on ITP. References: Taylor,L., Aerts, E (2011) Evaluation: "Immune Thrombocytopenia, A practical Guide for Nurses and Allied Healthcare Professionals", Survey Monkey.
N1298 Practice educators: are they worth it? C. Kay Royal Marsden Hospital (Sutton, GB)
Continual professional development has always been an integral part of nursing and is a key component of both the nursing and midwifery council Code of Conduct (NMC 2008 ) and the Fact-Jacie 5th Standards. (2012). The Clinical Programme Standard B 3.6.1 states that all nurses who are involved in haematopoetic stem cell transplantation should be formally trained and experienced in the management of patients receiving cellular therapy. The haemato-oncology unit at the Royal Marsden NHS Foundation Trust employs a part-time practice educator whose role it is to ensure that the permanent nurses on the unit meet these required standards. To establish whether the practice educator is meeting this objective a questionnaire was given to the nurses on the unit. The anonymous questionnaire asked the following questions: The length of time the staff had been working on the unit. The number of nursing staff who had received input from the practice educator and whether this input was clinical and/or academic. The number of nursing staff who had been deemed competent in the delivery of haematopoietic stem. The number of nursing staff who had been deemed competent to administer chemotherapy. There was an 85% response rate to the questionnaire which showed very positive results. The questionnaire demonstrated that 100% of staff had received input from the practice educator. All staff had received academic input from the educator, although only 68% had received any clinical input. Of the 32% of staff that had not received any clinical input, 90% of these staff where senior staff who had been on the unit for more than 2 years. One hundred percent of the nursing staff were shown to be competent in administering chemotherapy and HPC products. Of the staff deemed competent in HPC products, 92% had been assessed as competent within the last 12 months. The survey shows that the practice educator appears to be achieving the required standards although more time should be spent clinically with the senior staff on the unit. All staff had been deemed competent in the delivery of stem cells and chemotherapy. However, 8% of staff had not reached the required FACT-JACIE standard of annual competency in the administration of stem cells. (Standard B3.6) Following these findings, it is recommended that the number of hours attributed to the practice educator role is increased to ensure that all the required standards are met.
N1299
The route map of learning for healthcare support workers: evaluating a competency assessment for unregistered staff H. Foulser The Royal Marsden (Sutton, GB)
In the last 5 years there has been an unprecedented increase in the number of health care support workers (HCSW's) working within the NHS (RCN 2007). Increasingly, essential nursing care is delivered by HCSW's in collaboration with registered nursing staff. It has also been recognised that there is a vast difference in expectations and job role clarification for HCSW's across the NHS, leading to disparity surrounding competencies and appropriate delegation of tasks. Within Haematopoietic Stem Cell Transplant (HSCT), FACT-JACIE (2012) require systems to be in place to document initial qualifications of all medical and nursing staff, and that provisions must be evident for continuing education and professional development (B4.3.1). FACT-JACIE also state that nurses in particular should have evidence that they are trained to recognise neutropenic sepsis, assess pain and manage nausea and vomiting amongst other HSCT related toxicities (B3.6.34). HCSW's are often responsible for the initial assessment of the patient, it should therefore be implicit that they too should have evidence that they are formally trained and are competent to carry out assessment. This standard has been addressed at the Royal Marsden Hospital within HSCT by developing a 'Route Map of Learning for Health Care Assistants' , adapted from a previous learning tool aimed at registered nursing staff working in HSCT. The development of an HCSW specific learning tool aims to maintain high levels of specialist care whilst providing a benchmark for HCSW's to measure themselves against. It has been designed to assist HCSW's to feel safe in their own practice, whilst providing evidence of their knowledge and skills. Having implemented the 'Route Map' tool in 2012, we have conducted an evaluation asking both registered and unregistered staff to comment on the development tool and give observations regarding standards of care and whether they have improved. Results from this evaluation showed that both staff groups felt there had been a significant improvement in role clarification and that the HCSW's were better equipped to escalate patient concerns and make basic clinical assessments. It was also noted that having evidence of competencies achieved empowered HCSW's to decline to take part in tasks that they deemed to be outside of their competency level. This presentation will summarise the results of the evaluation and examine the implications of those results for future practice development.
N1300
Stress in BMT nursing and potential management strategies: a staff survey
S.E. Doherty Cardiff and Vale UHB (Cardiff, GB)
Cardiff and Vale UHB have the only facility in Wales to offer allogeneic blood/ bone marrow transplantation in addition to autologous. Over 80 transplants take place annually. Staff were asked in general how stressful BMT nursing is in addition to answering questions on specific events. Introduction: Over the last decade, information for cancer patients has become increasingly more available. The very nature of cancer requires patients to learn about their disease in order to cope with the consequences of treatment and to be involved in decision making processes. It is therefore vital to provide enough information for patients and their relevant others. People/patients vary in the amount of information they require. Evidence suggests that some patients do not want very much information about their diseases and treatments. This study aims to explore how much information our patient group wants to know and how much information our team provides. Method: A questionnaire was prepared to collect data on how much information was given to patients on three different stages of their treatment plans. These stages were: on admission, during their inpatient stay and on discharge. A fourth section was added, to investigate other information that patient felt would be beneficial. 112 questionnaires were given between May 2010 and October 2012, outcome data is shown in table I. Result: Our audit was evaluated in three different stages. The admission stage; most of the information provided regarded side effects of treatment and test results (See Table I ). The admission stage was the lowest in terms of information providing. It should be kept in mind that the haematology patient group generally has a long hospitalisation, the data collection tool was given on discharge. Therefore, it was interpreted that data might be lost due to poor recall of the information required. Sexuality (9.8%) and fertility (11.6%) were the least addressed topics; where as results of diagnostic test (43.7%) was deemed the most important. It was evident that our patient were happy about the information they were given especially on discharge, as most aspects of information was covered (See Table I ). Conclusion: For the haematology patient group, knowing their diseases and potential outcomes does help in the difficult decision making process of their treatment. This study was aimed at exploring our patient groups information needs as well as providing a self performance check. Our audit showed that our centre does perform well in admission and discharge stages; we need to work on the in patient period. In order to collect the required data, we have decided to give patients the data collection tool on admission rather than discharge.
N1302 Informed consent: whose responsibility? L.J. O'Regan St Georges NHS Trust (London, GB)
In a litigious society where sufficient patient autonomy determines valid consent, there is an increasing need for professionals to specifically define the suitability of the consent taker in stem cell donation and transplantation. The taking of informed consent might rightly be viewed as a hybrid between the giving of information and the 'amalgamation' of the law. Whilst ethicists appear to be primarily concerned with patient autonomy, commonly in clinical and nursing practice professionals prioritise the information given to enable informed consent and to protect themselves from claims. There is agreement between professional bodies; namely the General Medical Council and the Nursing and Midwifery Council as to who can take consent. The professional criterion however is broadly defined as a suitably trained and skilled person who meets the standards. Non-medical personnel according to JACIE require competence and experience, although the consent taker is not necessarily the person undertaking the procedure. Considering that consent to donation and transplantation is a process, arguments congruent with the development of the nursing profession that favour nursing involvement in consent taking ought to be heard. Whilst nurses are often best positioned to hear and relay patient perspectives, not all nursing personnel can quantify the risk/benefit of the procedure. Not withstanding the attention necessary to be given to the 'scheduled purposes' of the stem cells. The sharing therefore of consent taking presupposes that the accountability of informed consent ought to be shared among professional groups. From practice experience locally, the suitability of the consent taker is not clearly defined which poses problematic questions for professional accountability. Methods to standardise the professional competence and experience ought to be addressed to remove ambiguity. This paper critically explores one; the rationale for nurse specialist involvement in consent taking, and, second; examines the basis on which the suitability of both nursing and medical personnel undertaking consent is established. This exploration hopes to demonstrate the challenges of involved professionals within the consent process in an effort to highlight the salient aspects of education and skill necessary to standardise the deemed suitability of the consent taker. Consent taking, stem cell transplantation, suitability, competency. If the sibling is unwilling or unable to donate, HLA (Human Leukocyte Antigen) typing is not performed and the patient is told only that there is no possible donor among the siblings. To protect the sibling donor's privacy, the physician and nurse assigned to the donor are never those responsible for the patient. Objectives: The main aim of the present study was to evaluate the IC model by surveying adult potential sibling stem cell donors' perceptions and views regarding the provision of information, staff and relatives' influence over decision making, and the care provision by health professionals around the time of the decision whether to undergo HLA typing. Methods: A questionnaire survey containing 30 questions was performed in 2010 gathering the perceptions and views on information provision; influences over decision making; and care provision under the IC model of 148 adult siblings informed about SCT donation and asked to undergo HLA typing since September 2005 at the hospital. The questionnaire responses were analysed using descriptive statistical methods.
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Results: The results suggest the IC model works well but highlights areas for improvement, such as in delivery of HLA typing results to non-matched siblings and a need to further prevent complicating influence from health professionals and relatives on the decision to undergo HLA typing. Conclusion: The majority of the siblings was satisfied with the information and care provided, and found the aspects of information, care provision and support important. The IC model could provide the groundwork for other SCT units seeking to implement handling of potential adult sibling stem cell donors according to the international recommendations and guidelines published after the IC model was developed and introduced. In Italy the PBSC collection is generally performed by National Transfusion Services while the mobilization and reinfusion of stem cells is carried out by Clinical Units. For this reasons it is difficult to assure a continuity of patients assistance, especially from a nurse's point of view. GIIMA's Aim is to promote the unique pathway in stem cell mobilization and apheresis by creating the stabile link between apheresis nurses who works in Transfusion Centers and those who operates In Transplant Centers, and to develop the nurses education program in apheresis for new students based on Jacie's regulation and coherent with Italian low. Methods: GIIMA, in collaboration with SIdEM, has realized in 2012 the first national course for apheresis nurses. It was developed in five days, three Saturdays of frontal lessons respectively on: Productive Apheresis, Therapeutical Apheresis And Regulation and Quality and two days of practice shared between adherent hospitals in Lombardy. Results: With more that 80 participant from all over the Country, GIIMA has realized the first national course in Apheresis for nurses hopefully to be repeated next year. We are elaborating the Questionnaire distributed to all participant nurses. Conclusions: The first Questionnaire results shows that participant nurses has the great interest to participate on dedicated courses for experts and beginners. There is also an emerging need in sharing experiences and in educational tools developments. Methods: We collected data from all PBSC donors from January 2009 to October 2012, measured the proportion of CVC need before and during 2012, and analized with chi-square test. Furthermore, we compared inflow speed, total blood volume processed, time of collection, collection efficiency, in apheresis performed from CVC versus from peripheral vein (PV) and adverse event rate. Data analysis: t-student test for non-paired data. Results: In 2012 the CVC/PV ratio was 2/48, compared with a 30/174 ratio in the years 2009-11. The difference is statistically significant (p=0.04). Sex impacts on distribution, with higher proportion of female positioning CVC (p=0.001), while age does not (p=0.15). Total blood volume processed, time of collection, collection efficiency are not different between the CVC and PV group (p>0.05); only inflow speed is influenced from venous access, as expected (p=0.03). Non significant differences are observed comparing the same parameters between the two considered periods (2009-11/2012) . No adverse events were observed in both groups. Conclusions: Collection parameters are not influenced by type of venous access, except inflow speed. Apheresis collection can be performed with comparable outcomes, even with sub-optimal vein accesses, avoiding CVC positioning, according to SIMTI-GITMO guidelines. CVC positioning should be avoided in donors, but, if another donor is non suitable, it should be considered like an option, clearly sharing the risk with the donor and using a safe approach (femoral CVC, long observation time, ultrasound-guide positioning). Background: Side effects of citrate used as an anticoagulant during stem cell apheresis, include symptomatic hypocalcaemia (SH) with dizziness, chills and tingling around mouth. Slowing the rate of apheresis or increasing the blood/citrate ratio may reduce incidence and duration of SH. Calcium (Ca) replacement therapies commonly applied are to give Ca at symptoms or as continuous calcium infusion. Aims: The first aim was to assess and register the amount of processed blood at the occurrence of SH in a group of pts undergoing stem cell apheresis. The second aim was to try and prevent symptoms by giving Ca at a pre-defined point in another group of pts. Method: All 60 pts received oral premedication of 1g Ca. Ionized Ca was analysed pre-and post-apheresis and at first SH. IV injections of calcium (90 mg) were administrated as needed. In both groups the same apheresis routines were used including blood/ citrate ratio (13:1). All SH episodes were recorded. Group A. Episodes of SH and their association with the blood volume (BV) processed, and ionized calcium were recorded in 30 consecutive pts. The results suggested that a prophylactic calcium injection delivered after 0.7 BV might prevent or delay first SH. Group B. Thirty consecutive pts were given Ca after processing 0.7 BV. If earlier SH episodes occurred Ca was given as needed. Results (Table 1) : There were no significant differences between study groups with respect to gender, age, diagnoses, type of venous access; peripheral vein catheter (PVC) or central dialysis catheter (CDC), inlet flow and pre-/post-apheresis total or ionized Ca. In Group A, symptomatic hypocalcaemia occurred in 11/30 pts after a median of 1 (0.5-3.6) BV processed, and was associated with gender (females 5/9, males 6/21; p<0.01), and the use of CDC (CDC 6/9, PVC 5/21; p<0.01). In 9 pts the first SH occurred after or at 0.7 BV. Two pts had a second SH after 2 and 3.5 BV, respectively. In Group B, 3 (2 PVC, 1 CDC; 1F, 2M) pts had a SH before 0.7 BV. Remaining 27 pts received 90 mg Ca IV at 0.7 BV and only 2 (2 CDC; 1F, 1M) had any SH after this point. Two of 30 pts had a second SH after 1.5 and 2,7 BV, respectively. Conclusions: Female gender and the use of a central venous access were risk factors for symptomatic hypocalcaemia. Compared to giving Ca at symptoms (Group A), the prophylactic administration of 90 mg Ca IV at 0.7 BV (Group B) significantly reduced the incidence of symptomatic hypocalcaemia. Aims: The main objective of this project is to facilitate the hospital humanization process, promoting acceptance and well-being of patients, of their families and of healthcare professionals. Making use of colours and music we wished to contribute the improvement of the quality of life of children and their parents during their long stay in the transplant ward. Secondly, we wanted to see the effect on health professionals and on the work environment. Method: In June 2011, during the periodic cleaning closure of HCST UNIT, a painting and decorating project was carried out and a music system was placed in all rooms. The paintings and decorations of the rooms have been made thanks to specialist advice, with attention to both chromo therapy and color psychology. We used pastel shades: for the common areas we chose yellow as a stimulant for joy and sense of well being, whereas for the small coffee break area we used a relaxing light blue . For the children's rooms colors were chosen taking into account both the natural light and the patient type lodging in the room. The rooms are identified by the decorations in each of them (e.g. "Room of the clouds", "room of the kites", etc.). Music can be listened to in every room with the possibility of cutting off any of them if needed. Music can act as a real environmental therapy, covering or even removing unpleasant noises. It also can reduce stress and anxiety, relax and reduce pain perception. Usually it is soft relaxing music diffused, but children, families and professionals are given the opportunity to choose what they like the best. Results: after one year we can highlight that colors and music have had a positive impact on the ward's atmosphere by fostering relationships, communication, expression of emotions and, as a consequence, the psychological well being for all. The alliance between patient and health provider improves the therapeutic process as well as the quality of patient care. Music has indeed turned out to be a powerful means of communication. Children and parents have started to make specific requests about their favorite songs and singers and, consequently, to express even more private moods and needs. Music has opened a new channel of communication that allows to get closer to the "person"-without, however, invading his/her privacy -and to abandon, even if for a while, the idea of playing a role. Object: Caregivers of hematopoietic stem cell tranplantation (HSCT) patients play an important role in providing care and improving patients' quality of life (QoL) and adjustment process to the disease. However, a systematic assessment of family caregiver's distress is rarely practiced. The aim of this study was to identify caregivers at higher risk of poor outcomes, investigating which socio-demographic, clinical and psychological variables are significantly associated with higher level of distress due to burden of caring in order to plan early interventions that may reduce strain of caregivers themselves, while enhancing patients' QoL and well-being too. Methods: In Jan-Apr 2012, 56 caregivers answered a self administrated questionnaire (Caregiver Burden Inventory) to assess 5 index of distress: • time dependence: time demands and restrictions that caregiving imposes on caregivers; • developmental burden: caregivers' feelings of being "off-time" in their development with respect to their peers; • physical burden: strain associated with demands on caregivers' physical health; • social burden: caregivers' feelings and conflicts between different roles (work/family); • emotional burden: caregivers' negative feelings (anger, shame.) towards the care receiver, secondary to changes of patient's behaviour due to the disease. The relationships between caregivers' level of distress and: -socio-demographic factors and psychological variables referring to the caregiver; -clinical variables referring to patient's medical condition; were analyzed by the statistical software SPSS. Results: Results reveal distress due to the caregivers' feelings of being "off-time" in their development with respect to their peers (development burden) as the main source of distress.
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Quality of life
[N1309]
